TEACHING FAMILY HOMES OF UPPER MICHIGAN

FAMILY SUPPORT PROGRAM 
Referral Form
	1. Referral Date/Time:





  
  FORMTEXT 

  
:
	2. County Code:
     

	3. Referring Worker:      
                           

	4. Referring Worker :
Phone Number:        -   -                 Pager:                                    Fax:    -   -    
           

	5. Referring Agency:
     
	6. Referring Supervisor:
     
	7. Family Support Worker:
     

	8. Type of Referral:  

     
	9. Number of past FSW referrals, if known:
   

	10. DHS Case Name:
     
	11. DHS Case Number:
     

	12. Family Address (Street, City, Zip):

	13. Telephone Number:

   -   -    


Adults in Family & Other Significant People

	14.

 Name
	15.

Relationship
	16.

Sex
	17.

DOB
	18. 

Race
	19.

In-home
	20.

Address/Whereabouts

	
	
	
	
	
	   
	

	     
	     
	 
	  /  /    
	     
	   
	     

	     
	     
	 
	  /  /    
	     
	   
	     

	     
	     
	 
	  /  /    
	     
	   
	     


Children in Family

	21.

 Name
	22.

Relationship
	23.

Sex
	24.

DOB
	25. 

Race
	26.

In-home
	27.

Address/Whereabouts

	     
	     
	 
	  /  /    
	     
	   
	     

	     
	     
	 
	  /  /    
	     
	   
	     

	     
	     
	 
	  /  /    
	     
	   
	     

	     
	     
	 
	  /  /    
	     
	   
	     

	     
	     
	 
	  /  /    
	     
	   
	     

	     
	     
	 
	  /  /    
	     
	   
	     


28. Reason for referral/specific conditions that led to referral. Include as much information as possible. If  reunification or risk of removal,   describe the specific conditions that led to referral.
    
     
29. Specific changes recommended by DHS: (If reunification or risk of removal, what specific changes must occur?)


30. Risk of Removal:     High        Medium           Low
 31. List the strengths evident in this family:


     
32.  Describe the family’s situation or circumstance (History with CPS; Relevant court involvement; Previous 
      offense history; Medical Status; Domestic Violence; Mental illness or substance abuse; Involvement with   

      other service providers; Worker safety concerns, etc.). 
33.  Other services family is involved with:
     
	34. CPS Category Disposition: 
	35. Has the family been told of the intent to refer to the Family Support Program?             Y     FORMCHECKBOX 
        N     FORMCHECKBOX 


	36. Will the referring worker be available to join the FSW for the initial meeting with the family? Y  FORMCHECKBOX 
  N  FORMCHECKBOX 



	37. Referral Taken By:      

	38. Family Support Worker Assigned:      


	39. Telephone:    -   -    

	40a. First face –to-face Visit Date & Time:   /  /    
  :  

 FORMDROPDOWN 

	40b. Date sent to referring agency:
  /  /    

	41. Family Support Worker’s Signature:                                                                                 Date:                                                                                                       

                                                                                                                                                        

	42. Family Support Worker’s Supervisor’s Signature:                                                            Date:                                                                              
                                                                                                                                                                                                                            

	43. Referring Worker’s Supervisor’s Signature:                                                                     Date:                                                                                        
                                                                                                                                                        

	44. Referring Worker’s Signature:                                                                                           Date:       
                                                                                                                                                        


